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Blunt trauma to the larynx is a rare occurrence. Due
to the risk of airway compromise and occult sepsis,
injuries to the upper airways should be diagnosed
early with a high index of suspicion and managed
appropriately. The optimal management regimen
for patients who present with blunt laryngeal injury
has not been determined. This paper reports suc-
cessful non-operative management of a patient with
a blunt hypopharyngeal injury.Case report
A 46-year-old male restrained driver of a car was hit
on the front left side of his vehicle by another
vehicle. He drove into a pole and airbags were
deployed. At the scene, he complained of throat
pain and lower abdominal pain. On examination, he
was alert and oriented with a blood pressure of 130/
90 mmHg, pulse of 52 beats/min and respiratory
rate of 20 breaths/min. He was spitting out small
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Emergency Department.
On arrival at the Emergency Department, he was
alert and spoke with a hoarse voice. His breathing
was not laboured and there was no stridor. He
was haemodynamically stable. Secondary survey
revealed redness and tenderness over the anterior
surface of the neck with mild tracheal deviation to
the left, ‘seat-belt’ bruising across the abdomen
and tenderness with guarding in the right lower
quadrant. He complained of dysphagia and odyno-
phagia, bringing up a small amount of blood stained
saliva.
Trauma radiology was negative and a contrast CT
scan of the neck revealed a right-sided hypophar-
yngeal haematoma extending from the level of the
hyoid bone to the glottis with narrowing of the
hypopharynx and supraglottic airway. There was
deviation of the airway to the left and small pockets
of free air in the retropharyngeal space (Fig. 1).
There were no fractures of the hyoid bone or thyroid
cartilage and there was no insult to the great vessels
of the neck. A CT scan of the abdomen revealed a
2 cm 3 cm 3 cm mesenteric fat haematoma and
no free fluid. The patient was transferred to the
High Dependency Unit for observation.
A tertiary survey performed the following day
revealed a tender, non-pulsatile swelling over the
right side of the neck. Abdominal tenderness had
resolved. Nasopharyngoscopy showed a haematoma
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Figure 1 Axial contrast CT scan of neck at C4—5 level
showing deviated airway and a small pocket of retrophar-
yngeal air.effacing the right vallecula and right hypopharyn-
geal wall, extending to the right vestibule. The
vocal cords were mobile with the right vocal cord
partly obscured by the haematoma. There was no
frank bleeding or mucosal injury.
He was started on intravenous ceftriaxone and
metronidazole and serial nasopharyngoscopy was
performed to evaluate the patient’s progress. He
was kept nil-by-mouth until his swallowing improved
clinically. He was discharged 14 days post-injury
with no residual deficits.
Discussion
Injury to the larynx occurs in less than 1% of patients
presenting with blunt trauma.4 Several mechanisms
have been reported that result in blunt laryngeal
trauma, including ‘‘steering wheel’’ and ‘‘handle-
bar’’ injuries, attempted suicides by hanging and
strangulation.1
O’Connor et al. analysed a number of case series
involving 133 patients with laryngeal trauma and
revealed that the most common sign or symptom is
hoarseness, which occurred in 54% of presenting
patients, followed by neck tenderness (53%), sub-
cutaneous emphysema (43%), respiratory distress
(38%), dysphagia (32%) and haemoptysis (26%).4
Given the potential complications of amissed injury,
patients with any of these presentations in the
setting of blunt trauma to the neck should be con-sidered to have a laryngeal injury until proven
otherwise.
Mortality from blunt laryngeal trauma has been
reported to be as high as 40%,1 mostly attributed to
airway compromise. This could occur through a
number of mechanisms: oedema fluid can rapidly
accumulate circumferentially; a haematoma can
develop; subcutaneous emphysema can cause epi-
glottic swelling4–—all of which can occlude the air-
way as well as hinder intubation. In addition,
intubation may create further trauma to the larynx
and may cause complete airway obstruction.1
O’Connor et al. believe that orotracheal intubation
is appropriate in patients with normal anatomy on
fibre-optic examination,4 whereas a review by
Atkins et al. suggest that a surgical airway should
be considered in all patients.1 The management of a
compromised airway in blunt laryngeal trauma
remains controversial.
Appropriate investigations include cervical spine
and chest radiographs, as well as contrast CT scan-
ning of the neck and direct laryngoscopy. Plain films
of the neck and chest may provide information on
the presence of subcutaneous and extrapleural air
(pneumomediastinum and pneumothorax). Contrast
CTscanning can define vascular injuries to the neck,
haematomas, false aneurysms and fractures. While
direct laryngoscopy has been recommended as an
appropriate tool for initial diagnostic purposes,5
Atkins et al. recommend flexible bronchoscopy
before laryngoscopy because it allows for securing
the airway in a position more distal to the injury if
required.1
In this case, the presence of free air in the retro-
pharyngeal space onCTscanning suggested a perfora-
tion. Although no breach to themucosa was found on
endoscopy of the larynx, it was appropriate that the
patient was managed for a suspected perforation.
Niezgoda et al.3 suggested that non-operative man-
agement is effective for pharyngeal perforations that
are less than 2 cm, however, a recent case suggests
that non-operative management of larger perfora-
tions may be successful.2 Shockley and Ball recom-
mend surgical intervention if there is disruption of
the anterior commissure, major endolaryngeal
lacerations, tears involving a vocal cord, an immobile
vocal cord, cartilage exposure, foreshortening of a
vocal cord, displaced cartilage fractures or arytenoid
subluxation/dislocation.5
Patients who are treated non-operatively should
be monitored in an intensive care setting. Appro-
priate management involves assessment of swallow-
ing to prevent the risk of aspiration, humidification,
broad-spectrum antibiotics and prevention of gas-
tro-oesophageal reflux using H2-receptor antago-
nists or proton pump inhibitors. Patients should
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aspiration.
The use of steroids in laryngeal trauma remains
controversial. Steroids can help in reducing the
inflammation and development of granulation tis-
sue,5 which could scar the larynx and affect the
voice outcome, but there is no strong evidence to
show that it is effective.1
Infection is a complication of non-operative man-
agement. The common causative organisms are both
aerobic and anaerobic bacterial commensals of the
oropharynx such as Staphylococcus aureus, Strepto-
coccus viridans, Haemophilus, and Neisseria spe-
cies. If there is any suspicion of the development
of an abscess in the mediastinum or cervical region,
it should be managed immediately by surgical drai-
nage.6
In summary, non-operative management may be
appropriate for minor laryngeal injuries, as demon-
strated by this case. Apart from local sepsis and
gross anatomic distortion, the indications for opera-tive intervention are not well defined. It is clear that
the diagnosis of laryngeal injury must be excluded
early if signs, symptoms or mechanisms of this injury
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